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What is your relationship with your errors? Do you embrace them, do you hide them, do you ignore them or do you recoil from them? I have done nearly all of these at different times in my career. I was trained at the end of the age of 'surgical omnipotence'. Mistakes were seen as a measure of mental or physical weakness. They did not happen to 'proper' surgeons. Complications occurred but they were due to biological processes beyond our control. Cock-ups happened to other 'less able' surgeons.
Medicine and surgery have evolved, driven in part by a greater understanding of human and organizational fallibility. We now acknowledge that even the best surgeons in the best systems make mistakes. In surgery we have evolved methods to reduce them, such as the surgical checklist at the beginning of an operating list and then at the beginning of each operation. Nonetheless, we still make mistakes. Many are trivial or harmless, i.e. they can be rectified at the time without obvious patient harm. We may acknowledge these as 'having a bad day', but we rarely measure or record them; certainly not in a systematic manner. Yet these are the near misses identified in other fields, such as the aviation industry, where lessons can be learnt without harm occurring. We would surely improve our results if we analysed our practise in greater detail.
Whenever I look at radiographs of one of my surgical implantations (plate and screws or arthroplasty) I try to find at least four features that could be better; very occasionally I find fewer. Most of them are minor, not obviously affecting outcome, but each reminds me of my fallibility and highlights areas to check more carefully the next time I operate.
Surgical mistakes have an appreciable emotional component for the surgeon, so we easily deny or justify them. I live with my worst errors (but forget some) and am not proud to admit them to myself let alone publicly. But we should declare our errors more publicly. In theory they are reported at departmental morbidity and mortality or equivalent meetings, but these are not always well run or the data collected systematically. More open forums are needed, such as websites for collection of patient anonymized experience. In particular senior surgeons need to be open about their errors to make it easier for all surgeons to admit their errors. We need a cultural change so that admitting errors should be seen as a measure of excellence (unless there are too many!) rather than incompetence.
Having admitted you make mistakes, do you understand why they occurred? There may be intellectual reasons, such as ignorance, but more often there are individual bias or process reasons. I believe I will never perform a perfect operation. Some, hopefully many, operations that I have done have gone very well, but none has been perfect. To finish an operation I need to be sure that what I have done is 'good enough'; that is subjective. Sometimes it is easy to know that the operation is good enough, such as a simple operation, particularly if performed many times, for example carpal tunnel release; others are more difficult. Judging how much correction is acceptable or not at a distal radial osteotomy is a matter of judgement affected not only by the radiographic images but the complexity of the correction, patient-related factors like their age, the surgical aim established prior to the operation and the skills of the surgeon. Often we accept bone alignment that is not perfect but we hope/believe will be 'good enough'. What drives that standard? There are many factors that keep that standard high: the training we have received, i.e. the lessons and standards passed on by our teachers; our personal standards; our experience of successes and failures; and the scrutiny we may receive, for example in reviews of cases with colleagues. There are factors that lower that standard: fatigue; sickness; external pressures, such as the need to hurry through an operating list or make another subsequent commitment; the support, or lack of it, we are receiving, for example from a surgical assistant or scrub nurse; complacency; or arrogance. We need to understand these to address them.
So we should ensure adequate support and enough time before undertaking complex cases or defer them. We would not perform a wrist arthroplasty without the right equipment; we should also ensure the other important elements are in place. But errors do not just occur in complex cases. Often they occur in more straightforward cases, where a number of Errors in surgery 667858J HS0010.1177 Editorial small errors build to a major complication, as in the Swiss cheese model of error. I am sure we all recognize the scenario of the patient added to a list inadequately worked up, whose images are not current or suboptimal, the support staff are tired, ignorant or disinterested, it is late, we are impatient and the case does not go well. It is very easy to make mistakes and driven by completion bias then decide the operation is 'good enough' even when it is not. Through understanding and preparation we can reduce these risks.
Nonetheless, there will be times when a significant mistake occurs. How do you best address that? I start by stopping and thinking, and often make a note on the surgical drape with a surgical marker pen. A few minutes of reflection guided by the surgical aim is often sufficient. If the problem is more complex I remove my gloves and step away from the operating table. This buys me at least a few minutes to rescrub and think, without staring at the problem before me. I will usually combine that with a break to get a drink. As my thoughts clear I may then call a colleague for advice, recheck the technique folder or look up a published article online. I almost always write down my options, including the pros and cons. None of these steps mean I always make the best decision, but they greatly increase my chances of doing so. I was not taught this strategy, but I have evolved it. Other surgeons will have their own strategies. All surgeons should have a strategy to enable clear thinking in a time of crisis and we should instruct those we train.
However well you prepare and respond, you will still make mistakes and sadly harm your patient. As well as trying to minimize them, it is important to learn to accept your mistakes as a part of being human, and reflect on and learn from them in discussion with other surgeons. Just as we distrust researchers who claim their operations have no complications, we will learn to distrust surgeons who do not declare and perhaps even publish their errors.
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